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INTRODUCTION
Granulomatosis with polyangiitis (GPA) is a multisystemic disease characterized by necrotizing granulomatous vasculitis, which histopathologically presents as vasculitis and granulomas with multinucleated giant cells. In the pulmonary manifestation of GPA, the CT findings are highly varied and they include nodules, consolidation, ground-glass opacity, and cavitation. Although pulmonary GPA is difficult to diagnose by imaging alone, pulmonary cavities and hemorrhage are the most common findings on a chest radiograph and CT scan. Approximately 6-50% of patients with pulmonary GPA have been reported to show cavitation on CT, and the percentage varies widely (1, 2) .
In pulmonary GPA, previous CT studies have shown that most cavitations appear as gas-filled spaces with smooth and thin or irregular and thick walls rather than accompanying necrotic fluid-attenuation areas. Furthermore, most previous studies have focused on cavitation size, distribution, and number rather than the presence of necrotic fluid-attenuation foci in the nodules. Therefore, we report a case of pulmonary GPA that presented with consolidations and nodules accompanied by a central low-attenuation area on CT, which mimicked septic pneumonia at initial diagnosis.
CASE REPORT
A 31-year-old woman presenting with cough, sputum production, and fever up to 39°C for a week was admitted to the Granulomatosis with polyangiitis (GPA) is a multisystemic disease characterized by necrotizing granulomatous vasculitis, which histopathologically presents as vasculitis and granulomas with multinucleated giant cells. In pulmonary GPA, pulmonary cavity is a commonly observed imaging pattern although nodule and consolidation are the most common imaging findings. This cavitation follows a fluid-filled space within a pulmonary consolidation, a mass, or a nodule through the expulsion or drainage of a low-attenuation necrotic part of the lesion via the bronchial tree. However, in previous CT studies of pulmonary GPA, most cavitations appear as gas-filled spaces rather than accompanying necrotic fluid-attenuation areas. Therefore, we report a case of pulmonary GPA that presented with consolidations and nodules accompanied by a central low-attenuation area on CT, which mimicked septic pneumonia. emergency center at our tertiary institution. She had been diagnosed with acute otitis media 1 month ago and had received treatment with oral antibiotics and tympanostomy tube insertion at a primary care clinic. She had also been diagnosed with episcleritis 1 month ago, for which she had commenced treatment with steroid eye drops 3 days before admission. However, she had no other pulmonary symptoms such as hemoptysis, chest pain, or dyspnea, and she had no history of overseas travel, exposure to organic or inorganic dust, or immunosuppressive therapy. On physical examination, she presented coarse breath sounds, absence of crackles in both lungs, continuous discharge of pus from the middle ear cavity via the tube, and hyperemic conjunctiva in the left eye. Her laboratory data showed that the white blood cell count and the C-reactive protein level had increased to 17450/µL and 231 mg/L, respectively. On the initial chest radiograph, multifocal subsegmental consolidations were seen in both upper and mid lung zones, which were non-specific but were suggestive of pulmonary infection (Fig. 1A) . On lung window CT images of subsequent chest CT scans, multiple nodules, ranging from 0.5 to 1.7 cm in size, and multiple subsegmental or lobular consolidations surrounded by groundglass opacity were seen in both upper and lower lobes ( Fig. 1B ). 
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